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systems with financing difficulties once their federal or RWJ grants had expired.
EMS system development was also affected by the problems facing hospital EDs. Although EDs are a critical component of successful EMS operations, they had benefited less than prehospital services from the EMS systems funding made available to communities (NAS/NRC, 1980). EDs suffered then (and do today) the dual burdens of relative neglect and soaring patient loads (both urgent and nonurgent cases). The ability of EDs to treat acutely ill or injured patients was hampered by insufficient staffing, limited availability of adequately trained staff, inadequate equipment, and a lack of influence in hospital management (NAS/NRC, 1980). Expanding EMS systems with increasingly visible prehospital services contributed to the pressures on EDs by raising public awareness of emergency care and expectations for prompt treatment by highly skilled providers.
Despite slowness on the part of hospitals to devote adequate attention and resources to their EDs, the field of emergency medicine was continuing to develop. As early as 1974, the ACEP issued a policy statement on EMS system needs, "Emergency Medical Services: Problems, Programs and Policies" (ACEP, 1976). In 1976, the ACS adopted guidelines on hospital trauma care requirements (ACS, 1990). Cardiac resuscitation skills were spreading through courses such as the American Heart Association's (AHA) Advanced Cardiac Life Support (ACLS) course, which became available in 1975. The first residency program in emergency medicine was started at the University of Cincinnati in 1970; by 1980, programs were available across the country (Seidel and Henderson, 1991). Most, however, devoted relatively little lime to pediatric emergency care compared lo the volume of pediatric patients seen in the emergency room.
Children and EMS
Although the EMSS Act was encouraging the development of EMS systems, children were not a target population, and only limited expertise in pediatric emergency medicine existed in 1973 (Foltin and Fuchs, 1991). Members of the pediatric community began to recognize, however, that the progress in trauma and cardiac care to meet the needs of the adult population was not preparing EMS systems to care for children.
Children's emergencies are more likely than adults' to arise from respiratory distress or seizures; their physiologic baselines and responses to illness and injury do not match adult patterns; important anatomic features are different; and characteristic psychological and developmental responses not only differ from adults' responses but differ among children of different ages. (Chapter 2 discusses these differences more fully.)also were contributing to EMS development. NHTSA worked through highway safety programs to help states improve the prehospital components of their EMS systems and was overseeing the development of standard curricula for varying levels of EMT training. Recommendations from many sources for a national emergency telephone number Led, in 1973,son et al. (1989) defined disability as inability to perform age-appropriate physical activities as determined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
